Objectives Our objectives were to examine patients' perceptions with psychiatric care to prioritize action for quality improvement (QI), and to explore differences in care experiences across domains of care by sample subgroups in psychiatric inpatient hospitals. Methods Analysis of frequency, central tendency, and variation examined the distribution of 11,778 Inpatient Consumer Surveys (ICS), from 67 psychiatric inpatient hospitals, by domain of care and Likert scale. The percentage of patients responding positively to each domain of care was evaluated. A performance-importance matrix was constructed to identify key drivers and prioritize action for QI. Chi-squared, t test, and analysis of variance (ANOVA) analyses evaluated the experiences of care by sample subgroups. Results Overall, patients tended to be satisfied with the care received. However, patients perceived their care differently across hospitals. Hospitals scored lower in the rights domain, mainly attributed to problems with communication between patients and hospital staff. Patients' care experiences varied among sample subgroups; however, four sample characteristics were common to all domains of care. Patients who were Latinos, aged 65 years and older, who completed the survey at discharge, before leaving the hospital, had a higher perception of care across all domains of care. Conclusion Either an examination of the individual items on the ICS or the aggregation of them by domain of care, the ICS could be a significant tool for hospitals that continuously strive to improve the quality of care provided to psychiatric patients in a time driven by the needs and expectations of consumers.
productivity of, and enhance the quality of services from, healthcare organizations [1] . They also help healthcare providers comply with mandates from patient-centered regulatory and accrediting organizations [2, 3] . Results could predict future use of health services [4] , measure treatment outcomes [5] , and introduce changes in practice [6, 7] . Many healthcare organizations use measurements of patient satisfaction for consumer retention and long-term profitability [8] . However, limitations in patient satisfaction, from research design to implementation, have been broadly discussed. In particular, many tools developed for the collection of patient feedback with the psychiatric care received have been criticized for inconsistency of the underlying construct, lack of validity, and multiple sources of bias [9] [10] [11] [12] .
Healthcare organizations accredited under The Joint Commission's (TJC) Hospital Accreditation Program are required to gather consumers' experiences of inpatient care; however, there is no rule regarding which specific tool hospitals should administer. Patients' perception of care is an important concept, and there is an expectation for hospitals to demonstrate, at least during their TJC triannual accreditation survey, the collection and use of such data. The tri-annual survey evaluates hospitals' compliance with nationally established standards of patient care [13] and is part of the requirements for accreditation purposes.
Healthcare organizations are encouraged to partner with a vendor of performance measures because vendors are expected, at a minimum, to provide reliable and valid benchmarking services for comparison and further improvement [2] . Vendors are also expected to provide a common tool for measurement that has been tested and data assessed for reliability, and the infrastructure to support the collection, analysis, and reporting of data. The Behavioral Healthcare Performance Measurement System (BHPMS) of the National Association of State Mental Health Program Directors Research Institute, Inc. (NRI) is a listed vendor of TJC. Currently, about 200 psychiatric inpatient hospitals submit patient-level data to the BHPMS on a monthly basis. The BHPMS developed the Inpatient Consumer Survey (ICS) to compile perceptions of the psychiatric care received; 68 hospitals currently participate in the ICS measure. The ICS showed excellent psychometric properties; therefore, it is a valid and reliable measure of patient satisfaction with care in psychiatric inpatient settings [12] . Previous studies demonstrated that hospitals' scores on the ICS can be used to develop and implement quality improvement (QI) efforts [12, 14] .
In 2011, the BHPMS provided a series of ICS reports for benchmarking at the hospital, state, and national levels. These reports included control and comparison charts, item response charts, and stratification reports by forensic and non-forensic groups, and by age groups. A prerequisite for a valid tool in quality management is to differentiate between the satisfaction (performance) and the importance of the different aspects of care perceived by the patient and to allow a correlation of both [9, 15] . Those issues that are important but dissatisfying for patients should be improved with high priority to increase treatment quality [9] . Therefore, the main objectives of this study were to examine patient's perceptions with the psychiatric care received and to identify key drivers and prioritize action for quality improvement. The study also explored differences in care experiences across different sample subgroups in psychiatric inpatient settings.
Method
All statistical analyses were conducted using SPSS statistical tool, version 17 [16] . To comply with the Health Insurance Portability and Accountability Act (HIPAA) and the Federal privacy standards, all data extracted from the BHPMS system were de-identified and anonymous. Approval was received from the NRI Institutional Review Board.
Survey Tool
The ICS is a proprietary 28-item tool used by psychiatric inpatient hospitals to measure patient satisfaction with care. The BHPMS provides guidance on how the survey should be implemented at the hospital level. Hospitals are instructed to inform patients that their responses will be kept confidential and that responding to the survey will not affect their care or discharge planning. Hospital staff administer the ICS at the hospital level and submit the data to the BHPMS secure data warehouse for analysis and reporting.
The tool includes items related to medication, treatment, qualities of self-awareness, interaction with staff, hospital stay, and seven patient demographic questions to provide a description of the patients served. The items use a Likert scale ranging from 1 'strongly disagree' to 5 'strongly agree'. A 'not applicable' option is also included. The ICS is written to be understood at the fifth-grade reading level, is appropriate for use with adolescents and adults, and is intended to be self-administered at discharge and at annual review. Research showed strong relationship between items and excellent overall reliability for the tool (0.94). 3, 10, 11, 12, 23, 24, 28) that are not part of any domain of care are kept in the tool because they gather information of interest to hospital staff and patients. Item 28 (If I had a choice of hospitals, I would still choose this one) is used to measure overall satisfaction with care. Higher scores reflect higher satisfaction with the care received. A detailed description of the tool has been published elsewhere [12] .
Study Sample
This secondary data analysis extracted 23,410 ICS surveys from the BHPMS data warehouse from 1 January to 31 December 2011. Of those, 11,778 surveys from 67 psychiatric inpatient hospitals in 22 states met inclusion criteria. Surveys from a particular psychiatric hospital were excluded if the hospital was not enrolled in the BHPMS at the time of the study. Surveys were also excluded if they had missing data, represented as a blank or a nine (not applicable), meaning that the question was not relevant to the patient, assuring that the analyses of responses were comparable [4] . For example, a question could be left blank or score a nine if the patient was not taking medication and the question was about medication, or the survey was completed during the patient's annual review and the question queried about the patient's participation in his/her discharge planning. Analysis between patients whose surveys were included in the study and those that were dropped was performed. Data from two randomly selected hospitals (Hospital A and Hospital B) are presented in this study for better arrangement and interpretation of the data. To ensure hospital confidentiality, a key code was assigned to each hospital.
Distribution of Patient's Responses by Inpatient
Consumer Survey (ICS) Domain A domain score was calculated by adding each item value in the domain. For example, the values of items 1, 2, 4, and 5 were added to calculate the outcome domain score per patient. The distribution of the patient's responses was examined by domain items by survey scale (strongly disagree, disagree, neutral, agree, and strongly agree) for the two selected hospitals and for the overall study sample, which included 67 hospitals. The domain average was calculated by dividing the domain score by the number of items in the domain. Analyses of frequencies, central tendency, and variation were performed.
Evaluation of Domain Indicators Across Hospitals
A domain indicator for satisfaction was created to evaluate patients' responses aggregated by domain of care and by hospital. The domain indicator was determined using a threshold of 3.5 for the domain average score. This method assures that the domain average scores used for the domain indicator calculation are above the neutral (value of 3) survey scale in close proximity to the agree (value of 4) and strongly agree (value of 5) scales. When the patient response met the threshold, a value of 1 was given to the indicator representing satisfaction, otherwise the value of the indicator was 0. All 1s were counted for each hospital and the percentage of patients responding positively to the domain was calculated. This method is currently used by the BHPMS for benchmarking calculations.
Evaluation of Domain Indicators to Prioritize Quality Improvement Opportunities
To prioritize opportunities for quality improvement, a priority or performance-importance matrix was constructed. Expressing the performance score for a specific domain along with its importance coefficient can be used to calculate the impact of the domain [17] . The x-axis portrays the performance represented by the percent of patients responding positively for each domain of care by hospital. The y-axis portrays the importance coefficient represented by the correlation coefficient of each domain of care with overall satisfaction or item 28 on the ICS. The impact score for the domain of care is the product of the performance score and the importance coefficient and can be used to prioritize action [18] . The priority matrix was divided into four quadrants (A, B, C, and D). Quadrant A represents those domains of care that were highly correlated with satisfaction but had a low percentage of patients responding positively to the domain, a top priority for QI. If domains in Quadrant A were improved, this action would most likely produce an increase in overall satisfaction with inpatient care. Quadrant B represents the domains of care that were also highly correlated with satisfaction and had a high percentage of patients responding positively to the domain, a high priority for QI. Domains of care in Quadrant B are already doing well; however, the hospital could make efforts to do even better. Quadrant C represents the domains of care that were not highly correlated with satisfaction and a low percentage of patients responding positively to the domain, a medium priority for QI. Domains in Quadrant C present opportunities for improvement. Quadrant D represents those domains of care that were not highly correlated with satisfaction, yet had a high percentage of patients responding positively to the domain, a low priority for QI. These domains are doing well and are not of most importance for patients.
A discrimination point was used to determine if a hospital was above or below the desired performance in the domain. The weighted national mean of patients responding positively to the domain was used as a threshold for performance (x-axis). This weighted mean accounts for the difference in the number of surveys submitted by each hospital and the hospital's overall mean score. The weighted mean was calculated using data from the 21 items that make up the six domains of care. To assess the importance of an issue (or domain of care), the correlation of a particular rating was associated with the patient's overall rating of his/her care (item 28). Using correlations to determine what specific issues are related to overall ratings is sometimes referred to as 'key driver' analysis [19] . A correlation coefficient greater than 0.45 was used as a threshold to determine a high importance level on the domain.
Evaluation of Care Experiences Across Sample
Subgroups by Domain
Chi-squared, Student's t test, and analysis of variance (ANOVA) analyses tested for differences in care experiences across different sample subgroups (gender, age, race, marital status, length of stay, legal status, survey completion at discharge, anonymity, assisted in survey completion, survey distribution type, and survey return method) by survey domain for the overall sample. Each domain indicator was cross-tabulated and the indicator means were tested by each sample subgroup.
Results
Responses from 11,778 ICS surveys from 67 psychiatric inpatient hospitals with complete data were analyzed; 833 were categorized as annual review, 330 surveys did not specify when the survey was completed, and the remaining (10,615) were completed at discharge. Only seven hospitals did not reach at least a 25 % response rate, while 28 hospitals had a response rate that exceeded 70 %; the average response rate was 62 %. Data for 11,632 surveys were dropped due to incompleteness according to the study specifications; therefore, comprehensive missing data analyses were performed to understand the implications on the findings. First, patients of surveys analyzed were compared with those patients whose surveys were dropped. Patients whose responses were analyzed in this study were referred to as participants and patients whose surveys were dropped were referred to as non-participants. Significant differences were found between participants and non-participants (Table 1) .
Second, analysis of missing data for each of the 28 ICS items was performed. It was found that the items with a high proportion of missing data ([20 %) were items that were kept in the ICS but currently are not part of any domain of care (items 11 [medical conditions being addressed], 23 (sensitivity to cultural backgrounds], and 24 [related to visitors]). For items 17 and 18, which are part of the participation domain and deal with discharge planning, the missing data correspond to patients completing the survey as part of their annual review. Finally, items 14 (able to complain without fear of retaliation) and 15 (complaints and grievances were addressed) in the rights domain, surprisingly also had a high percentage of missing data. Information related to the items in the rights domain is part of the Discussion section of the manuscript.
Third, a distribution analysis of the ICS 5-point Likert scale (strongly disagree, disagree, neutral, agree, and strongly agree) was performed by item between participants and non-participants. After removing the missing data, the distribution of the scales by item was similar for participants and non-participants, except for four items. There was a high percent of participants who agreed to item 17 (involvement of the next level of care provider in the hospital treatment plan) compared with non-participants. Conversely, a high proportion of non-participants disagree/strongly disagree with items 14 (able to refuse medication or treatment), 18 (involvement in the discharge planning), and 25 (choice of treatment options) compared with participants. Table 2 presents the sample characteristics. The overall characteristics related to patients are as follows: 88 % were aged 18-64 years, 58 % were females, 55 % were never married, 54 % had an involuntary commitment, 54 % were White, and 78 % received acute care. The overall characteristics related to the survey are as follows: 90 % completed the survey at discharge, 27 % received assistance while completing the survey, 70 % of surveys were anonymous, 80 % were distributed by staff, and 80 % were collected at the hospital. There were some differences between hospitals. Examples of differences can be seen when comparing two arbitrary hospitals, A and B. Hospital B surveyed more males than did Hospital A. Both hospitals surveyed more patients that were Black than in the overall sample. Hospital B collected more information from patients who had a civil commitment than did Hospital A.
Distribution of Patient Responses by ICS Domain
The examination of the patients' responses by item indicated that, overall, patients tended to be satisfied with the care received (Figs. 1, 2, 3, 4, 5, 6 ). The majority of patient responses were clustered among the agree (34.6-46.6 %) and strongly agree (27.8-42.5 %) survey scales. A low percentage of patients disagree (2.7-10.0 %) and strongly disagree (2.6-8.6 %) with the care received. When examining the responses by domain of care by hospital, patients perceived the care differently across hospitals. In general, patients in Hospital A had a higher perception of care than patients in Hospital B, and sometimes higher than overall patients (all 67 hospitals included). On average, Hospital B (20 %) had a higher proportion of patients responding in the neutral position than did Hospital A (10 %) and the overall (13 %).
Evaluations of Domain Indicators Across Hospitals
There was some variation across the 67 hospitals on the proportion of patients whose average rating for items within each domain was agree to strongly agree. Table 3 presents the spread of rates across hospitals. On average, hospitals scored better on the dignity domain and poorest on the rights domain. The interquartile range was 13-20 points, indicating a condensed range of performance levels.
Evaluation of Domain Indicators to Prioritize
Quality Improvement Opportunities Domains for Hospital A and Hospital B were plotted in a performance-importance matrix (Appendices A and B in the Supplementary Digital Content) to prioritize action. For both hospitals, all domains of care were in Quadrant A, which represents top priority. Hospitals should prioritize action by identifying the domains that are less satisfying (low percent of patients responding positively to the domain) but important for patients (high correlation with overall satisfaction). Hospital A and Hospital B should prioritize action on the environment and rights domains. Since results were very similar for the two hospitals randomly selected, another check was performed with a hospital contributing a smaller amount of surveys. Differences were observed, as the domains were scattered among the four quadrants. Another check was performed for the overall sample under study obtaining similar results as for the two hospitals randomly selected. Future research will explore the different profiles for each hospital. However, an analysis on how hospitals spread across quadrants by domain of care was performed (Fig. 7) . For all domains, the majority of hospitals were allocated in Quadrant A, representing top priority, and the fewest were allocated in Quadrant D, representing best performance. The spread across quadrants demonstrates that hospitals are different, patients score differently, and therefore a wide range of opportunities for improvement could be implemented to move from one quadrant to the other.
Evaluation of Care Experiences Across Sample Subgroups
Care experiences of patients were evaluated for the overall sample by domain of care. Chi-squared analysis showed statistically significant variance among the key sample subgroups for each domain indicator; however, two characteristics of the patients (age and race), and two characteristics of the survey (completion of the survey at discharge and return method) were common in the six domains. T test and ANOVA showed differences in means on the indicators across the sample subgroups. Table 4 presents the contribution, direction, and magnitude of each sample subgroup by domain of care. Overall, patients aged 65 years and older had a higher perception of the care received. Males reported higher satisfaction than females. Latinos were more satisfied than patients who were White, Black, or other races. Formerly married patients were more satisfied than never married and currently married patients. Patients with a voluntary admission, a hospital ICS Inpatient Consumer Survey, SD standard deviation stay of 3 months or less, completed the survey at discharge, were assisted in the completion of the survey by a consumer representative, the survey was not anonymous, and collected at the hospital, reported higher satisfaction with each domain. Therefore, differences in the hospital population may contribute to a difference in the hospital score compared with the overall rating.
Discussion
One objective of this study was to analyze patient responses on the ICS to identify opportunities for quality care improvement. The ICS has demonstrated its ability to measure satisfaction with the psychiatric care received [12] . Similar to other studies [20] , a generally high perception of quality of care was found among the study sample. Currently, the BHPMS provides a group of reports to identify a hospital's trend and progression in terms of the percent of patients responding positively to each domain of care. However, the reports do not provide hospitals the opportunity of examining patients' responses based on the analysis of the 5-point Likert scale. This analysis is essential, as the Likert scale captures the intensity of the patients' feelings as a result of the mental healthcare received during an episode of care or hospitalization. Hospitals can identify how much patients agree or disagree with a particular statement, as well as how many patients feel neutral regarding a specific aspect of the mental healthcare received. This is vital, as the neutral value of the scale outlines the uncertainty of the patient in a particular aspect of his/her care. Therefore, hospitals could plan and drive QI efforts based on those aspects of care that could be moved towards positive positions (such as agree or strongly agree scales) instead of negative positions (disagree or strongly disagree). In this particular study, on average, one in five patients in Hospital B felt neutral in every domain of care compared with one in ten for Hospital A, and one in eight for the overall sample. If the average 20 % of patients in Hospital B, and the average 10 % of patients in Hospital A, who feel neutral in each domain of care move towards negative positions, the progression of the hospital's performance could change to a non-desirable direction and patients' expectations of care will not be met. On average, the ratings on the disagree and strongly disagree survey scales, for the items in the rights and environment domains, were high. Hospitals in this study would drive efforts particularly to improve ratings for item 14 (related to treatment) in the rights domain and item 20 (related to privacy) in the environment domain. This finding was replicated when the performance-importance matrix was developed for each study hospital. Even though for this particular study all domains for both hospitals fell in Quadrant A, posing top priority, the environment and rights domains had higher correlation with the satisfaction with care or item 28 but a lower number of patients responded positively to the domains reflecting an immediate level of attention. For both study hospitals, the performance in the environment (Hospital A = 63 %; Hospital B = 60 %) and rights (Hospital A = 67 %; Hospital B = 61 %) domains were below the weighted national mean (83.5 %). Therefore, analyzing the performance-importance matrix and each individual item for each domain will help hospitals prioritize performance improvement efforts.
This study also evaluated the domain indicators across hospitals. It was found that hospitals scored lowest in the rights domain. This domain deals with the ability of patients to complain without fear of retaliation, the ability to refuse medication and treatment, and the perception that complaints and grievances were addressed. All these items deal with communication. Previous research with psychiatric patients has demonstrated that the communication with hospital staff has prevailed as a fundamental aspect in a higher perceived quality of care. A study conducted in a 20-bed adult inpatient psychiatric unit found that patients viewed attentiveness of clinical staff among the most helpful in their recovery [22] . On another sample of highly disturbed psychotic patients, it was found that simply talking to a caregiver, be it the doctor or nurse, was widely regarded as the most helpful aspect of care [23] . Finally, a study conducted in a large, public psychiatric hospital regarding consumer satisfaction with mental health services, found that one of the two items that ranked highly in assessment of satisfaction was the availability and willingness of staff to discuss problems with the consumer [21] . Findings in this study underscore the urgency for hospitals to develop strategies to immediately improve communication with patients. Finally, care experiences of patients varied among domains of care; therefore, hospitals are encouraged to analyze each domain separately to determine best performance improvement efforts at the hospital level. However, four characteristics were common to all domains of care: patient's age, patient's race, completion of the survey at discharge, and survey return method. Consistent with a previous study [4] , this study found older patients (65 years and older) were more satisfied with the care received even though they represented only 4 % of the sample under study. However, 76 % of older adults were assisted while completing the survey, which differed from adolescents and adults in that the majority of them completed the surveys by themselves. Even though Latino patients accounted for only 10 % of the overall study sample, they had higher average scores for each domain of care than did patients who were Black or White. Withinrace group analysis showed that, among Latino patients, shorter length of stay (1 week or less) was observed differently from what was observed among the groups of White or Black patients. Also among Latinos, a higher percentage of patients were voluntarily admitted to the hospital. These two patient characteristics (shorter length of stay and voluntary admission) were highly correlated with higher satisfaction with care. Higher satisfaction was observed for patients completing the survey at discharge. For the overall study sample, 90 % of surveys were completed at the time of discharge. This may relate to the fact that the patient is about to leave the hospital environment and is ready to reconnect with family and friends. This statement is supported by research that found that what psychiatric inpatients valued most while hospitalized was their ability to leave [23] . Finally, those patients who returned the survey to the hospital, rather than mail it in, had higher satisfaction mean scores in each domain of care. It was found that one-third of the patients who returned the survey at the hospital were assisted with the completion of the survey, providing an opportunity to demonstrate to the patient that he/she has been heard. This suggests that the connection with the interviewer, either hospital staff or a consumer representative, could be more powerful than the completion of the survey anonymously. 
Study Limitations
First, this study analyzed surveys with complete data only.
As a result, all surveys from one hospital were excluded from analysis; however, surveys from the hospital represented less than 1 % of all surveys analyzed. Furthermore, some differences were found between patients whose surveys were analyzed and those whose were dropped. However, patients whose surveys were dropped had a higher percent of patients in acute care, responded anonymously, the survey was distributed by a consumer representative, Latinos were overrepresented, and had overall higher ICS scores, which are characteristics found among satisfied patients. Second, the study sample comprises state-operated or state-supported psychiatric inpatient hospitals, which could affect the generalization of the findings. However, the sample had a greater proportion of acute length of stay, which is comparable to community and private psychiatric hospitals. Third, only two hospitals were selected and presented in this study. Therefore, caution should be used when interpreting the data as it was demonstrated that hospitals score differently. The BHPMS intends to provide all hospitals with their findings so they can compare against national data. Finally, even though this study achieved a 62 % response rate, this is a noticeable improvement from past years since the ICS has been in use, and it is comparable to other studies on satisfaction with psychiatric inpatient care [4, 24] .
Conclusion
This study examined the responses of a consumer satisfaction survey administered to inpatients in psychiatric hospitals. It was found that psychiatric patients tended to have a high perception of their mental healthcare, although it was perceived differently across hospitals. The study showed that by using the responses on the ICS, hospitals could improve existing processes or design new ones.
Either an examination of the individual items or the aggregation of them by domain, the ICS provides information for the development of venues that could positively affect the performance of the hospital and therefore, the life of consumers of mental healthcare. There were differences in means on the indicators across the patients' and the survey's characteristics under study. A critical finding was that those who received assistance in the completion of the survey, losing anonymity, had a high perception of care received, suggesting that the contact with the clinical staff or consumer representative could have a superior impact over the confidentiality of the survey. The ICS could be a vital tool to hospitals that continuously strive to improve the level of care to their patients in a time driven by consumers' needs and expectations. Currently the ICS is available to psychiatric inpatient hospitals for QI purposes.
